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Introduction
This study examined whether routinely available data could be used to improve isolation decisions for tuberculosis patients in an urban emergency department. The resurgence of tuberculosis in the United States has been attributed to many factors, including homelessness, increasing immigration, and the epidemic of human immunodeficiency virus (HIV). [1] [2] [3] [4] [5] [6] [7] [8] [9] This resurgence has been most marked in our inner cities,1014 where patients at high risk for tuberculosis often use an emergency department as their initial or sole source of health care. [15] [16] [17] [18] Effective and rapid isolation of patients with active tuberculosis in innercity emergency departments is essential because the presence of infectious patients in this crowded setting could contribute to outbreaks of tuberculosis. [19] [20] [21] [22] [23] [24] [25] [26] [27] The emergence of multidrugresistant strains has made the situation even more hazardous. [28] [29] [30] [31] [32] [33] [34] [35] Indeed, exposure in emergency departments has been implicated in institutional transmission of tuberculosis.339 Urban emergency departments are likely to be subject to long waiting times, however, and to have limited respiratory isolation space.40 The Centers for Disease Control and Prevention (CDC) suggest that emergency departments develop protocols for rapid identification and isolation of possible tuberculosis patients, and that such protocols "be based on the prevalence and characteristics of TB in the population served by the specific facility."'41 An emergency department triage procedure for rapid chest x-ray and respiratory isolation has been published in abstract form, but only four patients in that data set (.4% of those placed into isolation) had positive sputum acid-fast bacillus smears .42 At the time of the study, John T. With the recommendation of the CDC in mind, this study used data routinely available to emergency department physicians to develop a rapid decision instrument for isolation of tuberculosis patients. The research was conducted in a New York City university hospital located in a neighborhood with a high prevalence of acquired immunodeficiency syndrome (AIDS) and tuberculo- SiS.43'44 The adult emergency department receives approximately 65 000 visits annually. In studying patients being evaluated for tuberculosis in the emergency department, we compared culture-positive and culture-negative patients with respect to risk factors noted in the chart to determine which factors best predicted a positive culture and to develop a screen to predict positive cultures.
Methods

Study Design
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Results
Demographic data are presented in Table 1 , and clinical data in Table 2 .
All 28 case patients had M tuberculosis sensitivities available. Cultures were reported as positive after a mean of 25.0 ± 13.2 days. All isolates were tested for sensitivity to isoniazid, rifampin, ethambutol, and streptomycin. Four were resistant to isoniazid, five to rifampin, one to streptomycin, and none to ethambutol. Six isolates were resistant to at least one agent and three were multidrug resistant. Twenty-seven case patients had sputum acid-fast bacillus stain reported; 12 were positive. Eighty-five control patients had sputum acid-fast bacillus reported; none were positive. As specified in emergency department protocol, all patients were placed in respiratory isolation by their treating physicians.
The rapid decision instrument with the best combination of high sensitivity, at least moderate specificity, and ease of administration consisted of a simple 0-through-4 scale of 1 point each for abnormal chest x-ray, temperature greater than 101°F, current homeless shelter dweller, and tuberculosis history (history of either positive skin test, active tuberculosis, or tuberculosis exposure). A score of 2 or greater on this scale was used to predict culture-positivity. The performance of this screen, including sensitivity and specificity, is presented in Figure 1 .
Discussion
This study found that a simple four-variable decision instrument had high sensitivity and moderate specificity for infectious pulmonary tuberculosis in a cohort of urban emergency department patients being evaluated for pulmonary tuberculosis. Had Introduction Shigellosis is a highly infectious diarrheal disease' that can lead to explosive common-source26 and prolonged propagated7 epidemics. With improvements in standards of sanitation and hygiene in developed countries, the incidence of shigellosis has steadily declined and the epidemiology of this disease has changed. The age ofpersons with reported cases has increased8 and the majority of cases in Canada and the United States now occur in high-risk groups (members of closed religious communities,9 travelers returning from areas in which shigellosis is endemic,10"1 and homosexuals '2) and settings (jails and camps,'2 nursing homes,'3 and child day care centers'4).
Improvement in standards of sanitation and hygiene has not been universal in North America, resulting in prolonged communitywide epidemics.7"5 This report describes the epidemiology of shigellosis during a 2-year epidemic cycle in the Canadian province of Manitoba. It examines the relationship between disease rates and water delivery, sanitation, and household density on Indian reserves.
Methods
This study includes all cases of shigellosis reported to the Manitoba health department during the 2 years of an epidemic cycle that began when monthly case rates doubled in September 1992 and ended in August 1994, after which the case rates retumed to endemic levels ( Figure 1) . Reporting of shigellosis in Manitoba is mandatory under the Public Health Act, and information about cases is entered into a computerized surveillance database. A case is defined by a stool culture positive for shigella. Data on antibiotic susceptibility was abstracted from laboratory reports. All case patients were checked against a population file for a treaty number, which is given to aboriginal persons who are considered registered Indians under the Federal Indian Act. Data on hospitalizations and deaths from shigellosis during this period were obtained from the computerized provincial hospital discharge file and vital statistics registry, respectively, using International Classification of Diseases, ninth revision, Clinical Modification (ICD-9 CM) code 004. 16 Population figures from December 1993 were used to calculate and compare the rates of Indians and members of the general population.
